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Lyndon Baines Johnson (President, 19€69)
signing the Medicare legislation
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Small Area Variations
in Health Care Delivery

A population-based health information system can

1

guide planning and regulatory decision-making.
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Fig. 1. Map of Vermont showing minor
civil divisions, the Vermont town (lighter
iine). Darker line shows boundaries of
hospital service areas. (ircles represent
hospilals. Areas without circles are served
principally by hospitals in New Hampshire.




Variation in Resource Inputs: Facilities and Manpower - Vermont, 1969

Beds per 10,000 persons
Hospitals
Nursing homes

Personnel per 10,000 persons
Hospitals
Nursing homes

FTE physicians per 10,000 persons
General practice
Internal medicine
Pediatrics
Obstetrics
General surgery

Lowest areas Highest areas Ratio

34
9

59 1.7
65 7.2

128
52




Variation in Utilization: Vermont, 1969

Utilization rates per 10,000 persons

Hospital days
Hospital discharges
All surgical procedures
Respiratory disease
Genitourinary disease
Circulatory disease
Digestive disease
Nursing Home admissions, age 65 and
over

Expenditures per capita $
Hospitals
Nursing homes
Medicare Part B, age 65 and over

Lowest
areas

1015
122
36
10

8

12
15
14

Highest
areas

1495
197
69
36
18
25
26
81
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RMP6s Coronary Care Project

The Northern New England Regional Medical program made a
significant investment in coronary care improvement

activities in Vermont. These activities include network
planning, the establishment of criteria and guidelines for
planning and operation of units and of treatment protocols,
and a data system for evaluating the capacity, utilization and
outcomes of care.

A coronary care regional management committee was
established to manage these activities and was responsible
for the network and making evidence -based
recommendations for investing RMP resources.
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Does Hospital B need more coronary care beds?

In 1971, Hospital B sought funds from RMP to expand its
coronary care unit because of a high occupancy rate. In
reaching their decision, the management = committee used
population -based data profiling utilization and resource use
among the network hospitals. As it turned out, Hospital B
was the most inefficient unit in the network.

Based on its relative ranking in capacity and utilization, the
Committee recommended against the proposal.



Does Hospital E need a neurosurgical service  ?

In 1971, Hospital E, the sole community hospital in a service
area of about 60,000, was locked in debate concerning
whether to build a neurosurgical service. A request was
made to the RMP for information on the distribution of
neurosurgeons throughout the region. The RMP prepared a
report for Hospital E that addressed 2 questions:

Are there enough neurosurgical cases in the population to
support a unit?

What will be the impact of the Vermont region if Vermont
hospitals of similar size as Hospital E were to establish
neurosurgical units?



Is there enough neurosurgical cases in the population
served by Hospital E to support a unit?

Analysis of Vermontods all payer d
case | oad of neuroswurgical proced:
area would not support a neurosurgical service. The

incidence of cases that uniformly are the responsibility of

neurosurgeons would support only 40% of the workload of a
single physician.



What will be the impact of the Vermont  region if Hospital E
(and others of similar size) establish neurosurgical units?

If all Vermont hospitals with a similarly sized population
acquired a neurosurgeon, there would be a significant impact
on the ecology of Vermontds heath

IN 1969, there were 1.27 neurosurgeons per 100,000, very
close to the US average. If hospitals of similar size followed,
the Vermont rate would rise to more than 2.0. This would
diminish referrals to the two regional hospitals, increase
costs and hamper training program at both university
hospitals serving Vermont.



Promoting Accountability for Reducing Unwarranted Variation

A story of the response of medical leadership
to feedback on variation in surgical practice
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The Tonsillectomy Story

Tonsillectomies per 10,000 Children
among Vermont HSAs

i Stowe - Morrisville




Response of Vermont physicians after feedback

by Leaders of the Vermont Medical Society
Tonsillectomies per 10,000 Children
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Changes in Tonsillectomy Rates Associated With

Feedback and Review

John E. Wennberg, M.D., Lewis Blowers, M.D., Robert Parker, M.D.,

and Alan M. Gittelsohn, Ph. D,

Fromi Harcard School of Public Health, Boston; Copley Hospltal, Morriscille, Vermont; and The fahns

Hopkins School of Hygiene, Boltimore

ABSTRACT. Among 13 Vermont Hospital Service Areas,
tonsillectomy rates decreased over a five-vear period. In
1969, the rates in seven areas exceeded the estimated United
States national rate: by 1973, the average rate for all areas
had declined 46% and only one area remained above the L5,
rate. Much of the change ccourred after feedback of data to
the Vermont State Medical Society demonstrating 1869
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receives the majority of their care from one or
two local hospitals. In 1969, there was a 13-fold
difference between the lowest and highest age-
adjusted per capita rate of tonsillectomy among
the 13 largest Hospital Service Areas. In the area
with the highest rate, the 1969 rate implies
tonsillectomies in 63% of the resident population




Promoting Accountability for learning what works
and what patients want

A story of the response of medical leadership
to feedback on variation in surgical practice



Health Care Delivery in Maine I: Patterns
of Use of Common Surgical Procedures

JOHN E. WENNBERG, M.D.* and ALAN GITTELSOHN, Ph.D.**

We repont herein pattems of use of surgical pro- tate 13 organized administratively into aver 500
cedures among geagraphically distinet Hospital towns which average about 36 miles in ares. Geo
Service Areas in the State of Maine. Cur purpose is graphic areas for study were defined by assigning
to measure differences in the use of surgical proce- each of Maine's 500 towns to a unique Hospital
dures throughout the State and to discuss posaible Service Area (HSA). A simple procedure was fol
canses and implications. The data are presented as lewead: Patient recards were classified initially by
age-adjusted incidence rates by area for all surgical town and hospital and towns were then assignad to
discharges and for the nine comumon surgical proce- the hospital used by the plurality of residents. To
dures: tonsillectomy, hyerectomy, dilation and avoid possible confision between mailing address

respond to feedback??




% above (+) or below (-) state average

The surgical signatures of three Maine HSASs




